Objectives: This study had 2 primary objectives. The first was to establish normative data for grip strength for the adult population in Israel. The second objective was to compare the results of this derived Israeli normative data to internationally reported measures. Two published studies were used for comparison. One study consolidated data from 12 different studies that originated from 8 different countries. The other study was limited to data from Australia. Methodology: A total of 574 healthy adult volunteers had their grip strength tested. This study was conducted over a 3-year period (2013)(2014)(2015). Testing with regard to position and technique was performed in accordance with recommendations of the American Society of Hand Therapists. Grip strength was determined using the Jamar dynamometer from the average of 3 trials for each hand. Normative data were established based on age, handedness, and sex. More specifically, to allow comparison to international data, the age was subdivided in both 5-and 10-year intervals. The results from this study were then compared with international standards using a 1-sample t test. Results: Looking first at Israeli normative data, across ages and handedness, males were 45% stronger than females. Right-handed people were on average 9% stronger on their right compared with their left side. Left-handed people had the similar average strength on both side. Compared with the Australian data, Israeli men were 3% weaker and Israeli women were 15% weaker. When the data were subdivided based on age, the Israeli population was weaker but statistical significance was reached only for men below the age of 30 years and for women below the age of 60 years. When the Israeli data were compared with the consolidated norms, Israeli men were 10% weaker and women were 23% weaker. Conclusion: Normative data for grip strength were established for the Israeli population and compared with internationally published data. The lower grip strength of the Israeli population we speculate may be related to the lower demands placed on the hands for "white-collar" occupations relative to manual labor. It may also be related to lower average population size, weight, or hand girth when comparing the populations.
1 University of Pretoria, South Africa Background: Flexor tendon repair of the hand and the rehabilitation thereof are commonly discussed between hand surgeons and therapists. There are many patients in public hospitals in South Africa who require this surgery. They are regularly sent to the therapists for rehabilitation, using the early passive motion protocol. Although the early active motion protocol has yielded improved results globally, there is limited evidence on the comparison of the outcomes of these 2 protocols in the South African context. This study was implemented to compare the outcomes of these 2 protocols in a large public hospital post flexor tendon repair. Methods: Patients (n = 46) who sustained a zone II-IV flexor tendon injury were recruited for the study and equally distributed between the 2 groups (early active motion and early passive motion). Out of these participants, 11 did not return for the initial assessment at 4 weeks post surgery and were therefore excluded. There were 19 participants in the early active motion group and 16 participants in the early passive motion group. Results were collected and classified at 4, 8, and 12 weeks post surgery. The collection of data commenced in December 2014 and was completed in January 2016. Results: The results of the study included total active motion and tip to crease and tip to table measurements of the injured and uninjured fingers. At 12 weeks post surgery, the average total active motion of the injured fingers was similar between the early active and early passive motion protocols (57.46%, 61.00%, respectively). Tip to crease and tip to table measurements were also similar between the 2 groups. In terms of patient compliance, 52.17% of participants removed their splints in the initial 4-week period, and 56.52% carried out the prescribed exercises correctly. Tendon rupture occurred in 8.57% (n = 3, early active motion = 5.71%, early passive motion = 2.86%) of patients. Conclusion: There has been a global trend toward the use of an early active motion protocol post flexor tendon repair. This study found that there was no difference in outcomes between the 2 groups. Therefore, either protocol could be implemented in South African public hospitals. However, because the early active motion protocol takes less time to implement, this protocol is recommended. A larger study would be necessary to determine a significant comparison between the 2 groups; however, this is challenging due to poor patient compliance.
